The reactions of patients and staff were investigated in a representative sample of daily settings in a psychiatric inpatient ward in order to assess the relative amounts of variance accounted for by settings, individual differences, modes of response, and their interactions. The results indicated that, for patients, individual differences accounted for more variance than setting differences, whereas, for staff, individual differences generally accounted for less variance than setting differences. Most importantly, the Individuals X Settings interactions generally accounted for approximately 20% of the total variance. It was concluded that individuals, settings, modes of response, and their interactions each contribute practically important proportions of total variance, and that each of these sources of variation must be sampled in attempts to measure and predict individual behavior.
The research reported here deals with one facet of the generality-specificity problem, that is, the problem of the consistency of different types of behavioral reactions across a variety of different settings. The attribution of a personality trait to an individual assumes some degree of consistency in that individual's trait across a variety of settings. For example, when an individual is described as dominant, the implicit assumption is that the individual will tend to be relatively consistently dominant in a variety of different settings. The results of several recent research investigations have been calling this general assumption into serious question.
One of the earliest and most widely cited series of studies bearing on this problem was that by Hartshorne and May (1928) , which concluded that conflict between honest and deceitful behavior was quite specific to each situation, and that one could not generalize about a subject's (S's) honesty from a few samples of his behavior. Consistency of behavior from one situation to another, they concluded, was due to similarities in the situamanuscript is based, in part, on a paper presented at the California State Psychological Association Convention, San Francisco, January 1966. 2 The author is also at the Veterans Administration Hospital, Palo Alto, California. The author wishes to express his appreciation to the patients and staff who were kind enough to participate in this research, and to David Daniels, Katherine Baker, Martha Merk, and Bernice Moos for their help in various phases of the preparation of the manuscript.
tions and not to a consistent personality trait in people. The basis for their conclusions was that the correlations between the cheating tests they utilized were too low to provide evidence of a unified character trait of honesty or deceitfulness. These conclusions about honesty have been upheld by some (Allinsmith, 1960) and vigorously challenged by others (Allport, 1937; Burton, 1963; MacKinnon, 1938) .
This general issue has been dealt with recently by several other investigators (Bolles, 1959; Endler & Hunt, 1966; Sells, 1963; Zinner, 1963) . For example, Raush and his co-workers (Raush, Dittman, & Taylor, 19S9a, 1959b; Raush, Farbman, & Llewellyn, 1960 ) studied the social interactions of a group of preadolescent boys at two phases of residential treatment, a year and a half apart. They also studied the social interactions of a matched group of six normal boys. In each phase each child was observed twice in each of six life settings (breakfast, other meals, structured game activities, unstructured game activities, arts and crafts, and snacks at bedtime).
Results indicated that, on the one hand, the boys did differ from one another across a variety of situations; that is, individual behavior could be characterized as more or less aggressive, more or less dependent, more or less dominant, more or less friendly. On the other hand, however, the life settings also evoked characteristic patterns of social ac-49 tion; that is, settings were more or less competitive, more or less status-oriented, more or less friendly, more or less evocative of dependency. In general, then, there was individual consistency in social behavior across different settings and there was setting consistency across different individuals. Most importantly, the interactive effects between child and setting contributed far more information about behavior than did the sum of the independent components. The normal children tended to differentiate among the social settings more than did the disturbed children, and situational factors generally came to play a more potent role in behavior with treatment and maturation. These results argue very strongly for representative sampling of situations in studies of social behavior.
There have also been some questionnaireoriented approaches to this problem. For example, Endler, Hunt, and Rosenstein (1962) presented a logical analysis of what different things might be meant by stating that one individual shows more of a given common trait than does another. This analysis suggested a new format for trait inventories which would sample separately responses, situations, and individual differences, and would thereby permit a formal investigation of their relative contributions to variance and of their interactions.
The authors attempted this for the trait of anxiety by asking their 5s to report, in a sample of 11 specific situations (e.g., "entering a final examination in an important course"), the degree to which they had manifested a sample of 14 modes of response commonly considered indicative of anxiety, for example, "heart beats faster," "get an uneasy feeling," "need to urinate frequently," and "mouth gets dry." When the authors did a three-way analysis of variance of these questionnaire reports, the largest mean square came from modes of response and the second largest mean square came from situations rather than from persons. In one sample the mean square for situations was somewhat more than 11 times that for persons.
When the authors estimated the percentage of variance accounted for by the different sources in three independent samples, they found that individual and setting differences each accounted for only between S and 10% of the total variance, whereas, the three firstorder interactions (Individuals X Situations, 5s X Modes of Response, and Situations X Modes of Response) each accounted for approximately 5-15% of the total variance (Endler & Hunt, 1966) . The modes of response contributed 20-25% of the variance and the second-order interaction contributed about 3 0-3 5%.
Thus, neither the individual differences among 5s, per se, nor the variations among situations, per se, accounted for much of the variation in behavior; it was, rather, the interactions among Ss, situations, and modes of response which were most important.
These results suggest that the assumption that most of the variation in behavior resides within the individual is very much open to question. In order to investigate this problem systematically, it is necessary to be able to study the reactions of each of a set of individuals in each of a variety of common everyday settings. How consistent are individual differences across various settings; that is, how much variance is accounted for by individual differences? On the other hand, how consistent is a particular group of settings in the reactions it "pulls" from a variety of individuals; that is, how much behavioral variance is accounted for by setting differences?
A psychiatric inpatient ward provides an excellent general milieu in which research relevant to these questions can be conducted, since it is relatively easy to study the reactions of each of a group of individuals in each of a variety of settings. A previous study conducted on a psychiatric inpatient ward, utilizing patient and staff diaries for data collection, indicated both that the patients and the staff had a tendency to react in a particular manner regardless of the setting (i.e., they possessed traits), and that the settings utilized tended to evoke a particular hierarchy of reactions regardless of whether patients or staff were responding in them (Moos, Daniels, Zukowsky, Sassano, Hatton, Dueltgen, Beilin, & Moos, 1964) . The study reported here is an extension of this previous work.
The major purpose of the present study 
METHOD

Settings and Subjects
The project was carried out on an open-door 30-patient research unit located in a large Veterans Administration hospital. The treatment was based in part upon patient responsibility, decision making, and self-regulation as a corrective experience within the framework of the ward community and the institution. In part it was based upon the exploration, understanding, and modification of behavior that interfered with productivity, self-maintenance, and satisfaction. Open communication in multidirectional pathways, qualified permissiveness, and active patient participation were encouraged.
At the time of the study, community meetings were held S days a week, whereas small group therapy was held 4 days a week. Individual therapy was formally arranged for most patients, but for some it centered around brief and informal contacts. The remainder of the treatment program consisted of recreational activities and various hospital workshop and industrial work assignments.
The patients were a representative sample of male veterans with diagnoses of neuropsychiatric disorder. The typical demographic characteristics of these men were as follows: they were in their 30s or early 40s, single, divorced, or in some way estranged from their families. They were of lower socioeconomic status and came from families with a large number of children. They usually had a high school education or less and had a low level of occupational skill or attainment. The men frequently had had rather long careers as mental patients, some having had several previous hospitalizations dating from World War II or the Korean War. Problems of high dependency, immaturity, limited ego strength, and social isolation were frequent.
The staff participating in the project included two nurses, two psychiatric technicians, three psychiatrists, two psychologists, and one social worker.
Procedure
Each of the 30 patients and each of the 10 staff members were asked to describe their reactions in a number of different everyday ward settings. These settings, which were chosen on the basis of the earlier diary study, which had been conducted on the same ward, are listed below.
1 The settings were chosen in an attempt to sample systematically the different types of situations in which patients and staff participated. Not all the settings were equally relevant for both groups; for example, patients never participated in staff rehash, and thus were not asked to describe their reactions in that setting. In addition, some of the settings which occurred on the ward for the patients, for example, "Going to bed at night" and "Getting up in the morning," occurred off the ward for the staff. These differences between the two groups will be discussed more fully later.
The settings were each rated on 33 adjective pairs, for example, attentive-inattentive, friendly-hostile, outgoing-shy, sure-unsure, trusting-suspicious, relaxed-tense, etc. The adjective pairs had also been chosen on the basis of the earlier study in an attempt to cover systematically the different types of responses which patients and staff had described in their diaries.
Essentially then, each S was administered a semantic differential (entitled the Setting-Response Inventory-SRI) with 11 concepts (settings), and was asked to rate these settings on 33 adjective pairs, which comprised different reactions which that in- .25
dividual might have in the setting. The 5s were given the following directions: On the following pages you are asked to describe your reactions or feelings in different kinds of situations. Below the name of each kind of situation you will find a list of 33 pairs of words to describe your reactions or feelings in that situation. This questionnaire is intended to get your feelings in a number of everyday ward and treatment program situations, therefore it is very important to record your feelings in the situations at the time you are in that situation. For example, one of the situations is getting up in the morning. You should check your feelings in the situation getting up in the morning right after getting up. RESULTS Both the patients and staff were generally able to complete the questionnaire adequately. In order to obtain sets of 5s in which each individual had checked his reactions in every setting, it was necessary to exclude some 5s and some settings from this phase of the data analysis. For patients it was necessary to exclude the settings of staff rehash (none of the patients participated in this setting) and community meeting (several of the patients had not participated in the community meeting during the particular 2-day period in which the questionnaire had been administered). These exclusions left 9 settings, and there were 22 patients who had described their reactions in each of these 9 settings. For staff, it was necessary to exclude the settings of small group therapy and individual therapy, since only about half of the staff members had participated in these settings. These exclusions left 9 settings, and all 10 of the staff members had described their reactions in each of these 9 settings.
The adjective intercorrelations based on the remaining data were calculated and then factor analyzed by the principal-components method, and five rotated factors were obtained by an orthogonal rotation of the factor matrix. The five rotated factors, which accounted for over 85% of the total variance, are shown in Table 1 , together with the three adjective pairs which showed the highest loadings on each factor. An analysis of variance was then conducted, separately for patients and for staff, for each set of adjective pairs. With this technique it was possible to specify, for each of the sets of adjective pairs (i.e., for each response factor), the amount of variance accounted for by individuals, by settings, by responses, and by their interactions. Table 2 summarizes the analysis-of-variance results for the patients for each of the five factors considered. 3 The results indicate that there is significant between-patient variance for all five of the sets of adjective pairs and significant betweensettings variance for two of the sets. There is also a significant Patients X Settings inter- 8 The analysis of variance employed a model which assumed that each of the three sources of variance was sampled randomly, even though this was not strictly the case. However, as Endler, Hunt, and Rosenstein (1962) have pointed out, the settingresponse format for personality inventories has, as one of its chief advantages, the potential for randomly sampling all three sources of variance. Furthermore, in these particular analyses, statistically significant results for individual-difference and setting-difference effects generally would be obtained using a model in which, for example, the sampling of settings and 5s was assumed to be random and the sampling of responses was assumed to be fixed. In any case, the statistical significance of these results is considered to be less important than either the results relevant to the proportions of variance accounted for by the different sources of variance or the reproducibility of the results on other samples. The analyses-of-variance calculations utilized for the F tests follow those discussed by Winer (1962) . In a three-way random model, in which the interactions cannot be pooled, quasi F ratios with estimated degrees of freedom for both numerator and denominator must be calculated. The appropriate formulas may be found on pages 199-202 in Winer. action for four of the response sets, a significant Patients X Responses interaction for four of the sets, and a significant Settings X Responses interaction for one set. Table 3 summarizes the analysis-of-variance results for the staff for each of the five factors considered.
These results indicate that there is significant between-staff-members variance for three of the sets of adjective pairs and significant between-settings variance for four of the sets. In addition, there is significant Staff X Settings interaction for all five of the response sets, significant Staff X Responses interaction for three sets, and significant Settings X Responses interaction for four sets. Table 4 summarizes the relative percentages of total variance accounted for by each source of variance for patients and staff for each of the response factors.
4
There are several conclusions which may be drawn from these results: (a) Individual differences between patients account for considerably more of the variance (20-40%) than individual differences between staff mem-*The percentages of variance accounted for by each source of variance were calculated for this random-effects analysis-of-variance model utilizing the rationale and equations given by Gleser, Cronbach, and Rajaratnam (1965) and Endler (1966) . These authors have pointed out that the analysis-ofvariance technique can be used to estimate the relative magnitude of each individual component of variance, expressed as a percentage of the sum of the different variance components. The general logic of this technique involves breaking the expected mean squares into their various variance components and solving separately for each component. bers (1-12%). Individual differences between patients account for a higher percentage of variance than do individual differences between staff on each of the five response sets. (b) Individual differences between patients account for considerably more of the variance than setting differences for patients. Again, individual differences between patients account for a higher percentage of variance than setting differences for each of the five response sets, (c) Individual differences between staff, on the other hand, generally account for somewhat less of the variance than setting differences for staff. This is the case for four of the five response sets, (d) Setting differences for staff members generally account for more of the variance than setting differences for patients. Again, this is the case for four of the five response sets, (e) The Individuals X Settings interaction effect, with only one exception, accounts for a significant and important percentage of total variance in the patient and staff analyses. For patients, the Individuals X Settings interactions account for between 1 and 26% oi the variance, and for staff they account for between 18 and 32% of the variance. (/) The Individuals X Responses and Settings X Responses interaction effects both consistently account for smaller, but mostly still statistically significant, proportions of the total variance. The percentage of variance associated with general differences between the different responses in any one response set is also rather small, although it was statistically significant in three instances. These results are probably due to the fact that the response pairs were chosen from responses which were highly intercorrelated. (g) The residual variation accounted for between 30 and 6Q% of the total variance, with the average variance accounted for being around 30-35%. The residual variation is composed of both second-order interaction variance (Individuals X Settings X Responses) and error variance. Since each S checked his response on each adjective pair in each setting only once, there is no independent measure of error variance, and therefore the error and second-order interaction variance are confounded, (h) The relative percentage of variance accounted for by any particular source of variance varies rather widely depending upon the particular individuals (patients or staff) and the particular set of responses analyzed.
The data for the set of adjective pairs on Factor V will be presented in detail in order to illustrate these results more fully. Figures  1 and 2 , which show, respectively, the data for patients and staff, indicate that patients tend to make fewer distinctions between settings than do staff. The variation for the patients is from an average score of 4.6 in the setting going to bed at night to an average score of 5.7 in the settings lunch, individual therapy, and industrial therapy, whereas for the staff, the variation is from an average score of 4.0 in the setting getting up in the morning to an average score of 6.3 in the setting lunch. These figures illustrate that staff show greater differences between settings than do patients. Figures 3 and 4 , on the other hand, which show, respectively, the data for the patients and staff, indicate that individual differences between the patients are much greater than individual differences between the staff. Figures 5 and 6 give examples of the Individuals X Settings interaction for the patients and staff. In Figure 5 curves are plotted for selected patients for the three settings of lunch, group therapy, and individual therapy. The interaction effect may be illustrated by observing that Patient 21 feels much more sociable in individual therapy than in group therapy, whereas Patient 13 reacts in exactly the reverse manner; that is, he feels much more sociable in group therapy than in individual therapy.
In Figure 6 curves are plotted for selected staff for the three settings of being with a nurse, being with a patient, and community meeting. The Individual X Setting interaction effect may be illustrated by observing that Staff Member 46 feels more sociable during community meeting than when with a nurse, whereas Staff Member 44 reacts the reverse, feeling more sociable when with a nurse than during community meeting.
More detailed examples of these and other specific interaction effects will be presented in a later paper.
DISCUSSION
The results clearly indicate that, in general, individuals, settings, and Individual X Setting interactions account for statistically significant and important proportions of variance.
For the patients, individual differences were significant for all five of the response sets, setting differences were significant for two sets, and Patient X Setting interactions were significant for four sets. Individual differences between patients accounted for considerably more variance on all five of the response sets than did setting differences; that is, settings did not elicit consistently different reactions from patients. This implies that there is very little that one can say about how patients will feel on these response dimensions from knowledge of the particular setting alone. On the other hand, the interaction between patients and settings accounted for relatively large proportions of the total variance on four of the response sets. This result implies exactly what clinicians have always been em- different reactions which cannot be accurately predicted from knowing only the general response tendencies of the patient. For the staff, individual differences were statistically significant for three of the five response sets, setting differences were significant for four sets, and Patient X Setting interactions were significant for all five sets. Individual differences between staff generally accounted for less of the total variance than did consistent differences between settings. For the staff, then, setting differences were relatively more important in accounting for total variance than were individual differences. To some extent, settings did elicit consistently different reactions from all staff members. This implies that there are predictions about how staff will react which may be made solely on the basis of knowledge of the particular setting they are in.
As with the patients, the interaction between staff and settings accounted for relatively large proportions of the total variance. Again, this result implies what some personality theorists have long been emphasizing, that is, that different people react differentially to different settings. For staff, it suggests that the setting is important partly because it elicits the same reactions across all staff members, and, even more importantly, because it elicits different reactions in different staff members, different reactions which cannot be accurately predicted from knowing only the characteristic responses of the staff members. Settings may elicit consistent reactions from all the staff; however, individual staff members also react differentially to different settings.
The patients showed significant Individual X Response interactions for four response sets and the staff for three sets, suggesting that individual patients and staff have consistent tendencies to react with one of the response modes rather than another. Even within one "trait," then, there are significant individual differences in the tendency to respond with different response indicators of that trait. For example, one patient may feel generally very shy but not very dependent, whereas another patient may feel generally very dependent but not very shy.
The patients showed significant Setting X Response interactions for only one response set, whereas the staff showed significant Setting X Response interactions for four of the sets. A Settings X Response interaction effect occurs when some settings tend to elicit one response indicator of a particular trait whereas other settings tend to elicit another response indicator of that same trait. For example, the staff in general felt much more "useful" than "trusting" or "approving" in the settings with a patient and with a nurse, whereas they felt much more "trusting" and "approving" than "useful" in the setting lunch. Unfortunately, in these analyses, the Individual X Setting X Response variance cannot be separated from the error variance, since each individual only responded once to each item in the setting. The second-order interaction and error together accounted for quite large percentages of the variance in each analysis. These percentages ranged from 35 to 60% for the patients and from 30 to 50% for the staff. The second-order interaction effect appears to have both important psychological meaning and to be practically important for prediction purposes. For example, a patient may not usually be shy, nor need he even usually be dependent or introverted; when he is interacting with a nurse, however, he may feel particularly shy.
These results are generally consistent with both our own earlier results and those of other investigators. In our earlier diary study the results had shown that both patients and staff reacted consistently across settings and that settings tended to have consistent "pull" for particular reactions across both patients and staff.
Both Raush et al. (1959a Raush et al. ( , 1959b Raush et al. ( , 1960 ) and Endler et al. (1962 Endler et al. ( , 1966 have found that both individuals and settings contribute significantly to overall behavioral variance. It is very important to note their conclusions about interaction effects. Raush et al. concluded that interactions between the child and the setting were far more important in accounting for individual reactions than either the child or the setting alone. Endler and Hunt (1966) found, in three different samples, that about 10% of their total variance was due to the 5 X Situation interaction, and that the three simple interactions combined (S X Situation, S X Response, and Situation X Response) contributed an estimated one-third of the total variation. In the present study, for patients, the three simple interactions accounted for between 8 and 33% of the total variance, and for staff, they accounted for between 30 and 40% of the total variance. Clearly, the simple interactions can be very important. For example, in four of the five staff analyses the Individual X Setting interaction accounted for a greater percentage of the variance than either consistent individual differences or consistent differences between settings.
Individual differences between patients accounted for a much greater proportion of variance than individual differences between staff members. This was true for all five response sets. Setting differences, on the other hand, accounted for a greater proportion of staff variance than of patient variance for four of the five response sets. Thus, consistent individual differences between patients contribute more information about patients than consistent individual differences between staff members do about staff. Conversely, the staff as a whole varies its reactions much more from setting to setting than do the patients as a whole. These results are consistent with those of Raush et al., who found that normal children showed greater differences between settings than disturbed children. They also found that when disturbed children improved clinically, they also showed greater setting effects; that is, more of their behavior was determined by the setting and they were more able to vary their behavior according to the setting.
Even though there is some consistency with Raush et al.'s results, the differences between patients and staff shown here must be interpreted with caution. This is because the sampling of settings represented a greater variety of settings for the staff than they did for the patients. For the patients, all of the settings actually took place on the ward, whereas for the staff some of the settings took place on the ward and others took place off the ward, for example, "Going to bed at night," "Lunch," "Getting up in the morning." Thus, staff might have shown greater setting variance because the sample of settings represented a greater variety for them than they did for the patients. The patients were always responding in one role, that is, the role of patient, whereas the staff was responding part of the time in other roles. Unfortunately, with the existing data, it is not possible to compare patient and staff variability in the same settings in order to obtain some empirical evidence on this question, because there are only three settings which both patients and staff responded to which are also role related for both patients and staff.
In any case, this consideration suggests the possibility that patients (and possibly staff) may show less variability in different settings related to the same role than in settings in which they play different roles. When an individual assumes a role, this may decrease the variability of response he shows in different settings related to that role. Even though this might be the case, it is also possible that, in addition, patients show less setting variability than staff, and sicker patients show less setting variability than healthier patients. Further work is needed in this area.
The results also indicate that there is a large amount of variation in the percentages of variance attributable to the different sources depending upon the particular response set analyzed. Part of this variation is probably due to sampling variations, and part to consistent differences between different response modes. For example, both the staff and the patients show a greater proportion of variance accounted for by individual differences on Response Set 1 than on Response Set 4. It is certainly conceivable that certain response modes ("traits") might consistently be more a function of the individual than the setting, or vice versa.
There is very little evidence which bears on this point. Endler and Hunt found the percentages of variance in anxiety attributable to different sources highly consistent across three different samples of college students. They are currently working on a hostility test and they will be able to compare the percentages of variance related to different sources of variance for anxiety and hostility.
Raush et al. analyzed both affectional be-havior and status behavior in normal and disturbed boys. Their results suggest that joint individual and setting effects were greater for affectional behavior than for status behavior in both groups. This was also true for general effects of individual and setting variables on behavior; that is, the reduction in the uncertainty of the behavior classification through information from individual-difference or setting sources was greater for affectional than for status behavior for both groups of boys. These results taken together suggest that the hypothesis that different sources of variance account for different percentages of variance in different traits is worth further empirical investigation. There are many important implications of these results. The relative amount of variance accounted for by individuals, settings, responses, and their interactions varies importantly depending upon the particular sample of individuals, settings, and responses which have been chosen for detailed study. This suggests that the old question of whether individual differences or social situations are more important in determining behavior reactions has no clear-cut answer. It depends upon the particular sample of settings and individuals under study. The question of whether one is more important than the other is meaningless in any absolute sense. If the investigator is interested in individual differences, then the variance related to individual differences is more important to him. If, on the other hand, the investigator is concerned with differentiating among settings, then the variance attributable to setting differences is more important for him. 5 came to a similar conclusion and stated that "in general, there is individual consistency in social behavior across different settings and there is setting consistency across different individuals [p. 375] ." Endler and Hunt similarly conclude that the issue of whether variance from settings is greater than variance from individuals is a pseudo-issue, primarily because, in their analyses, the simple interactions accounted for more of the variance than either individual or setting differences alone.
The consistently high percentage of variance accounted for by the Individual X Setting interactions also has great potential practical significance. One aspect of a process of treatment or education is to learn how situations can be geared toward maximizing particular behavioral potentials for particular individuals; there have been only a few systematic studies, however, which have investigated the macroscopic settings of daily life and their influence on behavior (Barker, 1963; Barker & Gump, 1964) . As part of any milieu treatment process, it is important to investigate how different ward settings can be geared toward maximizing particular behavioral potentials in particular patients. Most of the knowledge about general environmental influences and their interactions with individual behavior potentials has developed anecdotally from practical clinical experience, but has not been subjected to systematic empirical evaluation. For example, the staff spends a great deal of time planning for individually tailored changes in a therapeutic community milieu for individual patients, and a large amount of staff time and discussion usually goes into debating whether or not the proposed changes are advisable; however, there has been little investigation of the efficacy of this type of planning. If individual reactions really do depend importantly on the interaction between the individual and the particular setting to which he is exposed, then the value of these types of studies is potentially very great.
The importance of this type of analysis for measurement and prediction is at least as great as its importance for therapy and therapeutic practices. If individual differences really account for only an average of 20% of the variance in behavior, then it is not surprising that the validity coefficients of tests assessing personality traits fall in the range of .20-.50. Endler and Hunt have discussed this issue and have concluded, using the square of these validity coefficients as an estimate of the proportion of variance contributed by individual differences, that these proportions are generally between 4 and 25% of the total. The implications clearly call for measurement procedures which systematically sample not only individuals, but which also systematically sample settings and modes of response. Endler et al. (1962) have suggested that it would be fruitful to be able to categorize settings and responses into types and to make predictions about individual behavior in terms of specific types of responses which might occur in specific types of settings. This suggests the possibility of attempting to categorize and type ward settings on important dimensions and to study the reactions of individual patients in these ward-setting types.
Discussion of further possible implications of these results should properly await replication both by questionnaire and by naturalistic observational methods. The extent to which results would be replicated if the data utilized were observations of actual behavior in different settings is exceedingly important. It is possible that patients are not as aware as staff members of the degree to which their responses vary from setting to setting. On the other hand, staff members might believe that their behavior varies more from setting to setting than it actually does. It is also possible that setting variations would be consistently greater or consistently less when actual behavior is observed, rather than when responses are obtained by questionnaire.
Other potentially fruitful areas suggest themselves. What are the types of settings which tend to elicit consistent reactions across certain types of individuals? What are the types of settings which tend especially to facilitate behavioral change? In any case it appears quite clear that the relatively neglected area of the contribution of everyday settings to behavioral reactions needs greater attention. Not only individuals, but also settings and particular indicator responses must be sampled in attempts to measure and predict individual behavior.
